
because it did not cause significant myocardial depression
or vasodilatation. Despite reduced left ventricular function,
both patients tolerated beta-blockers, which also slowed the
atrial rate. The response to beta-blockade suggests that the
tachycardias were due to an automatic focus rather than re
entry. Sinus rhythm returned after delivery of the baby in the
second patient, which suggests that the atrial tachycardia
was precipitated by pregnancy.'

Verapamil is widely used and generally assumed to be
safe in patients with haemodynamically stable
supraventricular tachycardia, but should be avoided in
patients presenting with broad-complex tachycardia.3

,.

Circulatory collapse has been reported in a patient who had
marked cardiomegaly and atrial flutter with 2:1 AV block and
who was given veraparnil 10 mg intravenously." However,
our two cases serve to emphasise the potential danger of
verapamil in any tachycardia which does not revert to sinus
rhythm with the drug, particularly in the presence of left
ventricular dysfunction. While pre-treatment with intravenous
calcium may reduce the likelihood of hypotension without
impairing the action of veraparnil on the AV node,' it is better
to use an ultra-short-acting agent such as adenosine" so
that any ill-effects are likely to be short-lived. This is
particularly so when the diagnosis is in doubt or when it is
incorrect, as it was in our patients. Atrial tachycardia may be
difficult to distinguish from some forms of AV junctional re
entry tachycardias on ECG criteria alone. Adenosine may
help to distinguish between these possibilities by either
terminating the tachycardia (AV junctional re-entry) or
inducing temporary AV block (atrial tachycardia). The lack of
adverse effect of adenosine in our second patient suggests
that this approach may be safe even in those patients who
cannot tolerate verapamil.

Adenosine is, unfortunately, not yet freely available in
South Africa. It is widely used as the drug of choice in
terminating paroxysmal supraventricular tachycardia in the
UK and continental Europe. Adenosine's advantage over
verapamil is its extremely short half-life (10 seconds).
Unpleasant side-effects (e.g. chest discomfort) are therefore
short-lived. Hypotension, if it occurs, is transient.
Arrhythmias after adenosine are common, but are short
lived. They include sinus arrest, AV block, ventricular
arrhythmias and transient acceleration of the ventricular rate
in atrial flutter. Adenosine appears to be safe in infants in
whom verapamil is contraindicated. It should not be given to
asthmatics, however.

We believe that adenosine should be more widely
available as an alternative to verapamil.
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Books
Respiratory Support
By Keith Sykes. Principles and Practice Series: Series Editors
C. E. W. Hahn and A. P. Adams. Pp. x + 238. Illustrated.
£24,95. London: BMJ. 1995. ISBN 0-7279-0830-8.

Rapid advances in respiratory support are ensuring that
textbooks on this subject are soon out of date.
Nevertheless, the basic principles underlying the methods
used to provide what is internationally accepted and useful
in invasive and non-invasive respiratory support need to be
communicated. Furthermore, international experience over
the last few years has demonstrated how pulmonaiy trauma
can be caused by inappropriate mechanical ventilation.

This soft-cover review of the current practice of
appropriate respiratory support is not controversia(it
describes in an easily readable and concise fashio-n the
development, physiological implications, mechanical and
technological basis, safety aspects and careful application
of current respiratory support.

I did not like the section on compliance and resistance in
the chapter entitled 'Physiological background to
mechanical ventilation', but I did particularly like the section
on dead-space ventilation in the same chapter.

The author, with obvious insight, refrained from including a
chapter on new 'modes' of ventilation, which would only
have resulted in the book being out of date sooner rather
than later. However, all the latest techniques in ventilatory
support are appropriately discussed in terms of their correct
application to provide various forms of optimal respiratory
support.

The book is a good size and weight for relaxed armchair
reading and is entertaining in parts, thereby retaining the
reader's attention. It contains good tables and clear
illustrations. It is highly recommended for doctors, nurses
and technologists training in the practice of intensive care,

.and is also an appropriate update for those who have not
followed the literature on respiratory support in the last few
years.

D. M. Linton
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